a sinus tract 2 cm in length. Adjacent and just superficial to the bony fragments was a 1 cm cyst containing cream mucoid material.
Histological examination showed both specimens to be parts of a benign sacrococcygeal teratoma. The sinus tract was lined partly by keratinizing stratified squamous epithelium and partly by pseudo-stratified ciliated respiratory epithelium, complete with underlying seromucinous glands and nodules of cartilage ( Figure 1 ). The cyst was lined by various epithelia, including Mullerian and respiratory type. A focus of tall columnar mucin-secreting intestinal epithelium was also noted ( Figure 2 ). All tissues identified were mature with no evidence of malignancy, and excision appeared complete.
Discussion
The complex embryological development of the sacral area renders it susceptible to congenital malformations. Sacrococcygeal teratomas are solidcystic structures which may contain all three germinal layers. These are usually well encapsulated and may occur either pre-or postsacrally. Rarely do they undergo sarcomatous change. Most present in the neonatal period but some persist undiagnosed into adult life 2 • In the present case a chronic abscess cavity developed and radical excision was necessary. Although persistence of discharge from a perianal sinus is usually due to inadequate primary surgery, underlying inflammatory bowel disease, malignancy or persisting foreign material, developmental abnormalities ofthe perineum should also be considered. Meigs' syndromeI is characterized by the presence of a benign ovarian tumour, usually a fibroma, associated with ascites and/or a pleural effusion. A sine qua non of the syndrome is the disappearance of the effusion and ascites after resection of the ovarian tumour. The clinical interest in this quite rare syndrome is obviously related to the fact that it may be confused with a malignant ovarian neoplasm, carcinomatosis peritoneii or a malignant pleural effusion. A clinically similar association of uterine fibromata with ascites and a pleural effusion was described by Salmon in 1934 2 , and has subsequently been referred to as either pseudo-Meigs' syndrome or atypical Meigs' syndrome. We report two recent relevant cases.
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Case reports
Case 1: A 20-year-old woman was admitted to a general surgical ward with acute, severe, epigastric pain and rectal bleeding. In the previous two months she had noticed alteration in bowel habit, abdominal distension, dysuria and frequency. She also com-plained of malaise associated with weight loss during the same period.
Examination revealed generalized abdominal tenderness but no guarding or rebound. She had clinically obvious ascites and a huge, irregular mass arising from the pelvis. She also had bilateral pleural effusions confirmed by chest X-ray.
Proctoscopy showed a congested rectal mucosa to 12 em, beyond which it was impossible to pass the proctoscope. At laparotomy multiple massive uterine fibroids were found. Both ovaries were normal. Apart from 31itres of ascitic fluid no other pathology was present. Following in-theatre consultation with a gynaecologist, a total hysterectomy was performed. The patient had an uneventful postoperative recovery with resolution of the bilateral pleural effusions in one week.
. The specimen weighed 4.5 kg and histology showed massive benign uterine fibromyomata.
Case 2: A 60-year-old woman presented with a history of acute onset of pain in the right loin, right lower abdomen and right lower thoracic region. An initial episode of this pain 10days prior to her admission had resolved spontaneously, but her presenting episode had lasted three days. She also complained of a non-productive cough and dyspnoea on moderate exertion. Examination revealed a large mobile mass occupying the centre of the abdomen and an extensive right-sided pleural effusion. No other abnormality was found.
Investigations included full blood count, SMA and electrocardiogram, which were normal. Chest X-ray revealed an extensive right-sided pleural effusion. Bronchoscopy was undertaken at this stage, during which bronchial biopsy was performed; this and a pleural biopsy were both non-contributory. Thora-centesis undertaken on several occasions over the two weeks following admission yielded 1500-2000 ml of straw-coloured fluid, which on each occasion had a protein content of approximately 4.7 gJI00ml. Culture, Ziehl-Neelsen staining and cytology of the pleural aspirate were all negative on repeated specimens; however, an amylase level of 1950 Somogyi units per 100 ml was noted on the first specimen. Serial estimations ofserum amylase were normal.
On the 14th day post-admission the patient developed severe abdominal pain with guarding in the right iliac fossa adjacent to the palpable mass. Ultrasound was not available, and at laparotomy, a large right ovarian tumour was found at the pelvic brim. The pedicle was twisted but the tumour showed no evidence of infarction. The torsion was easily reduced and the tumour removed. A moderate amount of ascitic fluid was noted. As the gallbladder contained multiple stones, a cholecystectomy was performed.
The patient made a good postoperative recovery. Chest X-ray 12days postoperatively showed complete resolution of the pleural effusion, which had not recurred on further X-ray one month following discharge.
Histology showed the tumour to be a fibrothecoma with fibromatous elements predominating.
Discussion
The clinical and pathological combination of fibroma of the ovary, ascites and hydrothorax was named Meigs' syndrome by Rhoads and Terrell in 1937 1 , following a series of 7 cases reported by Meigs! earlier that year, each of which presented with the classical triad. The syndrome had already been described by Cullingsworth", Spiegelberg", Demons" and Tait", but no eponym was attached to it. Many cases of Meigs' syndrome have since been reported, as have several cases of other benign tumours of the female pelvic organs associated with ascites and hydrothorax. These cases of so called pseudo-Meigs' syndrome responded in exactly the same manner as the cases ofMeigs' syndrome in that when the tumour was resected, the effusions resolved and the patient was cured. In 1971 Solomon et aI. 8 suggested that 'the defini tion ofthe syndrome be broadened to include all benign tumours of the female pelvis associated with a pleural effusion', and proposed that the eponym be changed to the 'Meigs-Salmon syndrome' in recognition of Salmon's reports of 1934 2 • The two cases reported here demonstrated the clinical similarity under discussion. Case 2 is a classical presentation of Meigs' syndrome proper. Case I, in terminology currently in use, would be referred to as pseudo-Meigs' syndrome.
Irrespective of the underlying pathology, the aetiology of the effusion and ascites is considered to be the same. However, the precise pathogenesis in the formation of these fluid accumulations is still controversial. The most popular theory is that fluid from the pelvic tumour accumulates in the peritoneum and thence migrates to the pleural cavity via transdiaphragmatic lymphatics. This theory is supported The composition of the fluid in this syndrome is variable. It usually consists of a yellow transudate but exudates do occur, as in Case 2. When the ascites or effusion are bloodstained, they are thought to be due to either torsion or necrosis of the ovarian tumour. The finding of elevated amylase levels in pleural and peritoneal fluid, as in Case 2, is unusual. Whilst increased amylase levels in peritoneal fluid following acute pancreatitis, and to a lesser extent other acute intra-abdominal problems, is not unusual, there has been only one other report of elevated pleural and ascitic fluid amylase in Meigs' or pseudo-Meigs' syndrome!", However, the ovarian tumour in that case was not truly benign, being a low-grade serous papillary neoplasm. We can only surmise that the amylase in the fluid in Case 2 was secreted by the tumour, possibly in response to intermittent torsion.
In conclusion, it would seem that in the evaluation of any patient with a pleural effusion of uncertain aetiology, a search for an occult benign ovarian tumour must be undertaken. The widespread use of pelvic ultrasound should facilitate the increasing diagnosis of this curable syndrome.
